In pediatric chronic illness, little is known about the relational interactions between adolescent patients, parents, and illnesses and how they influence self-management of illness. We conducted interviews with 32 individuals (16 dyads) representing adolescents diagnosed with a chronic illness and their primary parent who had been referred to a psychosocial treatment program for challenges with illness management. Interviews were conducted individually and analyzed dyadically using grounded theory to better understand the relational processes that may be contributing to illness management difficulties. Results include a theory of patientparent illness responses and how parental illness meanings play a role in adolescent selfmanagement. Results can be used to better understand and treat family relational patterns that may be influencing pediatric illness management challenges.
The American Association of Pediatrics has called for the development of theories and interventions that consider the varied and complex ways that individual, family, and social levels of interaction impact pediatric patients' self-management of chronic conditions (Modi et al., 2012) . Understanding these layered levels of interaction requires research that considers multiple family members' perspectives (Drotar, 2013) . Because qualitative pediatric health research does not typically include multiple perspectives, little is known about how such interactions relate to difficulties with pediatric illness management. The objective of this study was to explore how the experiences and relationships of adolescent pediatric patients and parents may influence illness management. We explored these critical issues by drawing on qualitative data from interviews that elicited illness narratives of adolescent patients (13-17 years old) diagnosed with a chronic illness who were referred to an intensive outpatient treatment program due to their challenges with illness management and their primary parent who attended the treatment program. This paper provides a grounded theory analysis of the illness narratives of these parents and adolescent patients and the relational processes that influence illness management.
BACKGROUND

Pediatric Illness Management and Families
Pediatric patients who successfully adhere to treatment are more likely to have improved functioning and quality of life, as well as delayed onset and progression of complications (Griva, Myers, & Newman, 2000; Rhee, Belyea, Ciurzynski, & Brasch, 2009 ). Self-management of an illness is considered successful when patients have mastered prescribed technical activities and routinely accomplish them. Self-management consists of both internal and external challenges as it requires technical skills to manage treatment tasks and details as well as personal motivation to address the emotional challenges that accompany illness and treatment (Drotar, 2013; Modi et al., 2012) . Thus, patients require an environment that provides both practical and emotional support in these endeavors. It is critical to create interventions that will enable patients to learn self-management of their disease during childhood so they can manage the many challenges inherent in the transition to adult care (Davis, Brown, Taylor, Epstein, & McPheeters, 2014) .
Illness management is an essential part of healthcare and, especially in the pediatric population, both biopsychosocial and systemic family factors play a major role in this process (Engel, 1977; McDaniel, Doherty, & Hepworth, 2014) . Self-management is influenced by a variety of biopsychosocial factors including: disease-type (Modi & Quittner, 2006) ; personal illness beliefs (Bucks et al., 2009) ; social support (Ellis et al., 2007; Lewin et al., 2005) ; physician behavior (Drotar & Bonner, 2009) ; and socioeconomic status (Naar-King et al., 2005) . Family caregivers often report that health professionals' expectation of strict treatment adherence significantly impacts their preservation of family relationships and ability to maintain a sense of normalcy (Santer, Ring, Yardley, Geraghty, & Wyke, 2014) . Additional challenges include parental beliefs about treatment, lack of resources to provide care for siblings during treatments, poor communication between parents and the medical team, and patient resistance to treatment (Cousino & Hazen, 2013; Delucchi et al., 2008; Palermo, Valrie, & Karlson, 2014; Santer et al., 2013) . In addition, conflict and disengagement in family emotional climates tend to disrupt adherence and cause a decline in child health (Fiese & Everhart, 2006) . While there are many variables to consider in illness management, all illness experiences across diseases share the common element of challenging beliefs about safety and vulnerability (Kazak et al., 2005) .
Illness Narratives
Diseases can be explained in terms of their unique medical etiology and physical symptoms; however, the term "illness narrative" was coined by Arthur Kleinman (1988) to include a patient's explanation of the broader social and personal impacts they experience because of the medical condition. Kleinman developed a framework of questions to elicit a patient's personal illness narrative that includes how the illness is perceived, understood, and managed. Illness narratives have been utilized in both clinical work and research with multiple populations to better understand patient and family experiences and promote improved health outcomes (Marshall, Bell, & Moules, 2010 : Werner, Isaksen, & Malterud, 2004 . Families can create a shared family illness narrative that includes meanings and identities about themselves as a family in relation to the illness (McDaniel et al., 2014) . The storying of the illness experience creates a framework for each member of the family to understand and cope with illness (Rolland, 2018) . Individuals may rely on these family illness narratives as "guides to wade through complex medical and psychosocial risk management options" (Werner-Lin & Gardner, 2009; p. 203) . While illness narratives have been explored in the literature, they do not typically include the perspective of pediatric patients (DasGupta, 2007) . Thus, the current research seeks to address a gap in understanding the illness narratives of the pediatric patient and parent and how these perspectives interact and influence the illness self-management process.
Research Objectives
The purpose of this qualitative study was to understand adolescent patients and parents' experience of illness and illness management from an individual and relational perspective. Grounded theory (Charmaz, 2014) was chosen to (a) explore the meaning of the illness from both patient and parent perspectives and (b) develop a conceptual understanding of the relational dynamics that may be impacting illness management for pediatric chronic illness. Our objectives were formulated out of a desire to understand the unique dynamics in families referred to Mastering Each New Direction (MEND), an intensive, outpatient family systems-based behavioral health treatment program for pediatric patients who are referred due to lack of adherence (Distelberg, Williams-Reade, Tapanes, Montgomery, & Pandit, 2014; Tapanes, Williams-Reade, Vaswani, Distelberg, & Montgomery, 2018) . The current study explored the unique challenges that adolescent patients and parents experience in relation to illness management upon their initial entry into the MEND program.
METHOD
We used a family systems approach as we assumed that no single member could represent the experiences of chronic illness for the whole family. Eliciting multiple perspectives captures dynamic processes occurring between family members and the dual nature of family life in which families are made up of individuals with distinct perspectives and roles, while also being cohesive, interdependent units. In addition, given the purpose of this study to develop a theory of how family relational processes may influence illness management and the little previous theorizing that has been done in this area, we chose to conceptualize the research design and analysis using a constructivist grounded theory research paradigm (Charmaz, 2014) .
Data Collection
Participants were adolescent patients who had been referred to MEND due to difficulties with illness management and the primary parent who participated in treatment sessions. Patient diagnoses varied in this study as MEND treats multiple illnesses together due to the shared individual and relational experiences across illness such as shared feelings (e.g., fear, uncertainty, and helplessness) and similar demands (e.g., family reorganization, the need to make treatment decisions with limited information, and engaging with previously unknown medical professionals) Distelberg et al. (2018) . Four interviewers (the first author and three graduate students trained in qualitative methods) conducted in-person individual interviews with patients and parents separately. We conducted individual interviews to enable each member of the dyad to share their own perspective freely without having to consider the reaction of the other. Hearing from each member of the dyad separately allowed us to examine the similarities and differences between perspectives and then analyze on a dyadic level to see beyond the individual interview and into the relational interaction and negotiation between the individual perspectives (Eisikovits & Koren, 2010) . To maintain consistency across interviews, we used a semistructured interview guide that included a set of questions based on the work of Kleinman (1988) (See Appendix S1 for copy of interview guide). The interviews took place within the first 2 weeks of the participants being enrolled in the MEND program and lasted 60-90 min. Each participant received a $10 gift card upon completion of the interview. The study received approval from the Loma Linda Institutional Review Board.
Sample
We used purposive sampling to recruit participants who fit study criteria. Participants could be recruited through study flyers and verbally from MEND staff or other participants. Once recruited, investigators confirmed inclusion criteria through an initial screening interview. Participants were (a) in the first 2 weeks of receiving outpatient therapy treatment in the MEND program for a primary medical condition; (b) adolescent patients aged 13-17 years old; and (c) the primary parent who attended the therapy program (MEND requires at least one parent/guardian to attend all sessions). Ideally, we hoped to recruit the patient, multiple parental figures, and siblings; however, availability and distance traveled by families to attend the program played a factor and the number of siblings and additional parents recruited was too small to be included as a significant perspective for the data. Once our theory began to emerge through analysis, we transitioned to theoretical sampling to further build the theory constructs (Charmaz, 2014) .
Of the 16 dyads (32 participants), adolescent patients ranged in ages from 13 to 18 years and were diagnosed with the following illnesses: Diabetes Type 1, chronic pain,conversion disorder, genetic neurological disorder, migraines, genetic blood disorder, and dwarfism (MEND treats all patients together regardless of illness type due to interventions being focused on shared thoughts, feelings, and behaviors across illnesses). The adolescent patients had been diagnosed with a chronic illness for a range of less than one to over 10 years. Primary parents ranged in age from 39 to 58 years old. Participants were primarily white, non-Hispanic, with a median income range of $30,000-$60,000 with private insurance. See Table 1 for more detailed participant demographics. 
Data Analysis
We used grounded theory analysis techniques, beginning with open and axial coding followed by an iterative process between theoretical sampling and constant comparison of data among and within emergent categories (Charmaz, 2014) . We adapted this method for the purpose of dyadic analysis by examining similarities and differences between each dyad's individual narratives. Thus, coding and analysis moved back and forth between perspectives of individuals, then to within and across each group (patients and parents), and then focused on dyads (Boeije, 2002) . This dyadic analysis led to emergence of unique relational themes. To attend to issues of trustworthiness, we used Guba and Lincoln's (1989) three criteria of credibility, transferability, and dependability. To attend to credibility, we used multiple coders, wrote reflexivity statements in which we reflected on our previous experiences with families of children with illness and our ideas about medical adherence, and conducted member checks with four of our patient/parent dyads to help inform our emerging theory. To address transferability, we achieved theoretical saturation in our analyses which confirmed that we had captured the salient points regarding our research question. For dependability, we kept an audit trail of our field notes, theoretical memos, and decision-making process during analysis. Each researcher analyzed the data separately and we discussed and compared our interpretations until intercoder consensus was reached. In one instance when consensus could not be reached, this disagreement was resolved through an invited senior qualitative researcher who reviewed the data and discussed the analysis with us as a group.
RESULTS
Based on comparison of illness narratives of primary parent-patient dyads, we identified four themes that represent both individual response to illness and how the relational interaction of these individual responses may influence illness management efforts. We also identified past parental experiences that influenced meanings of illness and decisions about how to parent a child with an illness. The subsections below explicate these findings.
Parent/Patient Relational Responses to Illness and Illness Management Efforts
Throughout the interviews, patients and parents expressed contrasting statements regarding the seriousness of the illness and its emotional impact on the patient and on the patient/parent relationship. The researchers noted how these discrepancies began to fall into four distinct relational themes which correlated with difficulties with illness management efforts. These four dyadic themes are reflected in Table 2 .
Worry and denial. In this theme, the parents reported feeling primarily responsible for the child's adherence regimen and expressed their attempts to appease and allay the child's fears and 
Parent response
Overwhelmed with feelings of helplessness, the parent emotionally distances from the child.
Seeks to control the illness through hypervigilance to symptoms, constant searching for additional treatments.
Parent response Blames or resents the child for the burden the illness causes.
Patient response Denial. Denies any concern about illness, claims to be normal.
Patient response
Puts on a brave face. Expresses concern about illness in interview, but minimizes concerns in talking to parent.
Withdrawal. Expresses concern about illness, but feels controlled by parent and withdraws emotionally.
Resentment. Denies concerns about illness, expresses resentment toward parents.
Illness management Patient makes very few attempts due to feelings of helplessness.
Illness management
Patient makes inconsistent attempts due to emotional burden of illness.
Illness Management
Patient makes inconsistent attempts due to being overwhelmed by parent involvement. Parents would describe how much effort they put into illness management efforts:"I can't really back off because I have to be on top of this. I'm back to double checking everything again, trying to talk to her about as much as possible" (mother of dyad 3)."We have to pay so much attention to (child). I don't do as much stuff around the house because I'm afraid to go outside for a half hour (because what if) she needs to get up" (father of dyad 13). Their children admitted that they put little effort into illness management:"And, yeah, the impact on my life. I kind of feel like. . . well I've caused quite a lot of problems with it because I, I get so like un-responsible with it" (patient of dyad 3). Relatedly, they expressed helplessness with respect to living with the illness and treatment:"Well I can't really do anything, so mostly I sit on the couch"(patient of dyad 13).
Overwhelmed and minimizing. Some parents expressed a sense of being overwhelmed by the illness, while their children would minimize their condition. While this dyad experience is similar to the above, it differs in that parents expressed more hopelessness and less appeasement. I guess the helplessness to want her to get better.. . . So, um, it kind of is a helpless place to be -and that's not really related to the condition that's the more emotional, you know, stuff and just. . .you know, pain that she's in. (mother of dyad 11)
Patients would discuss their suffering in interviews, but also describe their attempts to downplay or minimize this experience in order to protect their parents. Typical statements included, Um, yeah, it's like when, whenever like I feel down or things like that my parents always tell me like, "This is not something you need to worry about, because it's, we're going to find a cure," (so)we just don't talk about it and then I try to be as normal as possible." (patient of dyad 17)
Patients expressed that their parents' helplessness made them feel anxious about their illness and about being a burden to their families, although they also felt anxious about the impact of their illness on their lives. For example, Just like obviously not being worth anything. . . and like I feel. . .being a burden on people and I would always feel bad because I would have to go to the doctor's and like it's expensive and then like I'd have to miss school and that gives me anxiety because I'm like in a lot of hard classes. (patient of dyad 11)
This created a distancing of sorts as the parental experience of being overwhelmed appeared to impact their ability to relate to the child. In turn, these patients' illness management attempts were inconsistent.
Controlling and withdrawing. Some parents took a more controlling stance in response to illness management. They often spent a significant amount of time interacting with the medical community, seeking alternative treatments, and in discussion with their children about the illness details. Patients in such dyads often withdrew emotionally from their parents and their management attempts were inconsistent, which they attributed to feeling overwhelmed by discussion of their illness. For example, one mother stated:
You know we are going to deal with diabetes, it's not going to deal with us. You know we're going to be in control of it, it's not going to control our lives. . .. Well I help her count her carbs, I help her measure out her food. I double-check her insulin dosages to make sure she gets the correct amount for whatever she's eating. I help her write down all of her numbers every day. (mother of dyad 7)
This group differs from others as these parents took a more controlling stance and the children attempted management efforts, but were easily overwhelmed. Parents in this group reported their desire to exert control over, rather than be controlled by, the illness. In contrast, their children felt as if the parent had a stronger relationship to their illness than to themselves. Patients in this group seemed to make inconsistent efforts as they resisted their parents' attempt to control them. For example, they made statements like, "The main problem is it makes my mom more on edge and more protective of me so I get really frustrated easily when she starts being more protective" (patient of dyad 7). Similarly, another patient with a parent who conformed to this pattern said that her mother "just wants to do everything herself in her way. . .and she'll tell you what you're doing or how you're thinking or the reason why you do things and it's almost like a brain washing kind of thing" (patient of dyad 6).
Blame and resentment. For this group, parents openly admitted to having feelings of anger or resentment toward their children. While these parents exhibited anxiety and controlling behaviors, they differed in that they openly used derogatory comments about their child being a burden and blamed them for the illness or its impact on the family. One mother said that her daughter was "just volatile towards everybody" and could be "very vile toward other people. She has a very ugly face at home." (mother of dyad 8). A father said that he and his child's mother had tried "to be sympathetic" but that sometimes they were "difficult" because (addressing his daughter although she was not in the room) "you cause us to be that way, bitch" (father of dyad 4).
Patients in this group expressed more anger and resentment toward their parents. For example, a patient admitted:"I'm just being mean and rude to my mom and dad. I yell at them. I ignore them" (patient of dyad 4). The patient whose mother had said she had an "ugly face" at home stated,
No one takes care of me. I take care of myself. I think why they don't talk about (her illness) is because they just don't want to. Like, they don't think it's important enough. I don't wanna say it, but we're not really a family, you know? (patient of dyad 8) For these patients, they were unmotivated in their illness management efforts. Patient of dyad 8 states: "Yeah, I forgot to (take the medications). It's not that I didn't want to, I just forget to take them."Parents discussed their attempts to get their children to follow treatment instructions: "Getting her to get along, whether getting her to behave and getting her to be, uh, instructable is difficult" (parent of dyad 4). "Every night I say "did you take your pill?" But she forgets to take them" (parent of dyad 8).
Illness, Past Experiences, and Parenting Responses
In addition to these relational themes, another finding was how parents mentioned events that had been difficult, possibly traumatic, in their past that affected their parenting of an ill child. Parents would often get tearful, silent, or angry in the initial discussion of these events. Upon further probing, it was found that these experiences had a powerful effect on parents' understanding of the meaning of their children's illness and influenced their beliefs about how to be a good parent to their ill child. These experiences include events from their own childhoods (e.g., divorce of parents, death or serious illness of a parent, childhood abuse); from their adult experiences (e.g., being divorced/separated themselves, being the victim of intimate partner violence); and from their own child's illness experience (e.g., the child had almost died at some point). From the data, these experiences led the parents to exhibit one of the identified themes from above in response to their child's illness.
Parent childhood events. Some parents had grown up around a sick or dying parent or sibling and they based their parenting decisions on these experiences. One parent's response was to take a more controlling stance which reflected their experience growing up: I'm just on it. My mom was epileptic, so I had to be on it. I know about being proactive you take care of it you don't let things go. So, I was taking her (daughter) to four and five and six doctor appointments a month. And then it became three times a week. It was a lot but you just do it. I mean she's your baby, what do you do? (mother of dyad 6) Another parent's response was to appease his child and his childhood experience helps provide understanding regarding this reaction: I lost my mom early in life so the last thing I want to do is lose another family member. . . So, um, (voice wavers) it was very critical for me to be there. And I just um. . .its tough. During these serious situations you know you need somebody! You need a parent. And I know how I felt like when I lost all my family. . .that I really didn't have a true family member there and told myself. . .whenever I have kids. . . I'm gonna make sure I do everything I can to be involved in their life. . . and I'm not gonna let anything get in the way of that. (father of dyad 13) Parent adult events. For some parents, an adulthood experience such as separation from a partner or a medical illness of a partner had occurred and influenced how they responded to their child's illness. One mother, whose spouse had suffered a traumatic brain injury in an accident, said that "life had changed" (mother of dyad 5) because of her husband's accident. And this parent saw how it impacted her daughter: "I see how my husband's accident impacted her. . .it was like a psychological fracture that I watched happen in front of me." When asked how that event influenced her parenting she responded: "I think it makes me desperate and willing to do anything . . .so my husband and I have committed all our resourcestime, energy, financialeverything." These experiences influenced parental reactions to the illnesses, often causing them increased worry or feelings of responsibility for their child's illness experience.
Child's illness events. Some participants responded to a traumatic event in the child's illness history. One parent (mother of dyad 3) cried as she shared how her daughter had almost died from illness complications and the doctor seemed about to cry herself as she said the daughter was likely not to survive. The daughter had survived, but the mother lived in fear of a repetition, "and this time we may not catch it in time." These illness-related traumatic experiences influenced the parents' attitudes, as they were particularly concerned about another future crisis.
Emerging Theoretical Model from Data
From these results, we present a theory of Parent-Child Relational Illness Management (Figure 1) that conceptualizes pediatric medical illness management issues as linked to the meaning patients make about their illness and management efforts and the meaning parents attach to illness, which can relate to difficult and potentially traumatic past experiences. When diagnosed with an illness, the patient and family face the challenging task of attaching meaning to their illness experience in an attempt to cope. When these meanings are considered threats to well-being, the fears and suffering both patients and parents experienced appeared to create or exacerbate relational dynamics, which influence illness management behaviors and health outcomes. Our dyadic analyses showed that in response to the illness, parents often described a difficult, possibly traumatic, situation they had faced whether from their childhood or adulthood experiences or the child's illness experience which then influenced how they responded to their child's illness. Their child's current illness stressors elicited their memory of these past experiences, which then greatly impacted their responses to their children's illness whether they employed appeasement, a sense of helplessness, control, or blame. This in turn played into the overall relational pattern as the patients experienced their own emotional reaction that influenced management efforts of denial, minimizing, withdrawal, and resentment. These conflictual relationship patterns then influence overall illness management efforts and outcomes.
DISCUSSION
A pediatric chronic illness can pose formidable challenges for families. In some cases, these challenges have the potential to significantly impair both child and family functioning (Stuber, Shemesh, & Saxe, 2003) . When faced with illness stressors, families will adapt and reorganize to cope; however, this can create a sudden and dramatic shift in the family environment (Cousino & Hazen, 2013; Ryan & Sawin, 2009) . Patients may perceive illness as a threat to their well-being, and in response they may downplay the severity of their illness so as not to be seen as a burden or view illness as an unfair part of life ( Arestedt, Benzein, & Persson, 2015) . For parents, their response may be to feel heightened levels of responsibility, protectiveness, and catastrophizing (Langer, Romano, Levy, Walker, & Whitehead, 2009; Whittemore, Jaser, Chao, Jang, & Grey, 2012) . These strong and differing reactions influenced illness management as the illness takes center stage in the relationship and disrupts healthy emotional connection between parent and child. While some families more easily balance this shift, others struggle to create a new healthy equilibrium as the illness continues over time. The families in our study did not achieve successful balancing, as their referral to MEND suggested. Thus, they represented an opportunity to gain insight into the challenges that can occlude family reorganization, adjustment, and adherence to illness. While each member plays a role in family equilibrium, our study focused on the parent-child dyad. Our study found patient-parent relationship patterns influenced illness management efforts and parent past experiences played a role in their illness response. These results show how the dyadic interaction is more than the sum of the individual experiences; it is rather a shared experience in terms of coping with illness (Rolland, 2018) .
Illness elicits powerful emotional responses and requires emotional adjustment and management from all members of the family. From a systemic perspective, our theory suggests a reciprocal interaction where a parent reacts to a child's illness with appeasement, helplessness, control, or blame; a child interprets this response and reacts based on the meaning he or she attaches to the illness and interpretation of parental behavior with denial, minimizing, withdrawing, or resentment. This response has implications for adherence behaviors and illness outcomes, which further engages the parental reaction, and the cycle continues. These reactions reveal powerful systemic dynamics in which family relational patterns influence across transgenerational lines and may play a role in illness management (Bowen, 1978) .
In our theory, while illness could be considered the primary stressor that activated the pattern of relating, there were also indications that parents had previous potentially traumatic experiences that were re-engaged by the illness. This has been discussed in the literature as medical traumatic stress as psychological and physiological responses of pediatric patients and family members to the painful or frightening treatment experiences associated with illness (National Child Traumatic Stress Network, n.d.) . The Pediatric Medical Traumatic Stress Model was developed to reflect how patient and family members' reactions to illness can range along a 
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Appease Helplessness Control Blame Figure 1 . Theory of parent-child relational illness management.
continuum of posttraumatic stress symptoms ranging from normal acute stress reactions to longer term reactions that can cause impairment. Illness and related medical events are considered "potentially traumatic" in that their interpretation, both by patients and their family members, is subjective. These stress responses are not associated with the severity of the illness, but rather with the involved parties' subjective feelings about the situation (Balluffi et al., 2004) . Symptoms for children include hyper-arousal, avoidance, re-experiencing, dissociation, somatic complaints, as well as changes in mood, cognitions, and behavior; these reactions may persist over time and interfere with recovery and/or return to normal activities. In some cases, such as when children have cancer, their parents are more likely to suffer from PTSD than are the children . Overall, our study found that parental experiences of potentially traumatic events influence their illness meanings and contribute to relationship patterns between patient/parent dyads which can have significant influences on illness management.
Limitations
This study does not include families who manage their illness well, thus we cannot provide additional context regarding how our results compare to those families. We attempted to include interviews with male patients, siblings, and fathers to capture additional contextual information, but were not able to recruit an adequate number to include in analysis. The sample recruited was primarily female and how gender may influence the relational processes in illness management still needs to be examined. While we made the methodological choice to interview family members individually to elicit the individual perspective without external pressure from another family member, this choice risked the loss of information that could have been elicited from interviewing the pair together. Since this is a qualitative study, formal measures of adherence and trauma were not used and our complete understanding of these elements is limited. Finally, the findings of this study are considered co-constructions between participants and researchers and, while we took several steps to mitigate these limitations, results may reflect biases from both perspectives. Overall, our results are important to consider as they give insight into the relational interactions that may influence illness management.
Future Research
A grounded theory is only as good as its ability to be applied to new data, so future studies should be done to test this theory for its applicability to those families who are having difficulties with illness management. These future studies could benefit from including additional perspectives such as siblings, additional/secondary parents, school personnel, and medical team members to gain increased understanding of the broader systemic dynamics present. In addition, creative methods to investigate the adolescent experience would be helpful, such as utilizing pictorial representations of the illness or direct observation. Studies comparing those participants currently struggling with adherence to those without such struggles would further illuminate how patterns of family functioning affect illness management as well as allow further theoretical insights on the influence of trauma and family patterns in illness management.
Clinical Implications
Our results suggest the importance of considering pediatric illness management in the context of family relationships as behaviors may reflect a recursive process between patients and family members with an emphasis on prior experiences of the parent(s). Parental past experiences are not typically considered when assessing or treating pediatric adherence challenges, but our study shows that they may be a significant pre-existing factor in the management of pediatric chronic illness. Our results suggest that any family living with childhood illness can benefit from a medical system that is family centered and trauma-informed and offers psychosocial support for trauma (from both past and illness-related experiences)for patients and family members. Increased assessment of families who are experiencing illness management issues is needed and could include utilizing assessments such as the Screening Tool for Early Predictors of Post-Traumatic Stress Disorder (Winston, Kassam-Adams, Garcia-España, Ittenbach, & Cnaan, 2003) or the Psychosocial Assessment Tool (a screener for identification of risk and resiliency in families) (Kazak et al., 2001) . Instituting these screenings could be helpful to determine if the child and family may be at risk of prolonged stress responses with influence on illness management and help focus clinical attention early in treatment. While not all patients who struggle with illness management will fit the model provided here, understanding the role illness and pre-existing events play in family relationships is a way to identify which families may need additional support and intervention. Addressing these issues earlier in treatment may provide lifelong positive effects, as we know that children with illness are at increased risk of developing emotional problems in adulthood (Secinti, Thompson, Richards, & Gaysina, 2017 ).
CONCLUSION
When a child is diagnosed with a chronic illness, the family system reorganizes itself to account for the crisis (Rolland, 2018) . While many families adapt to this change and cope positively with the illness stress, some families experience persistent difficulties along the illness trajectory. Little is known about dyadic experiences of parents of children with childhood chronic illness when adjusting to the commitment to medical adherence. Eliciting individual illness narratives provides a peek into both the interior world of both patients and parents, which includes beliefs and meanings Wright and Bell (2009) . Analyzing the individual narratives as a dyad allows the comparison of individual perspectives which provides insight into potential relational patterns and contexts which interact and influence coping and management of illness. While these illness narratives may not tell the entirety of the patient and family experience, they provide insight into how individual patients and family members make sense of and respond to illness and how their responses may be mutually influenced and affect illness management.
While we know that better adherence outcomes are achieved when parents take a collaborative approach with patients in the transition of self-management tasks (Ellis et al., 2007) , it is clear from this research that this is easier said than done, as both parties have their own set of struggles to contend with in coping with illness. Family relationships are a core determinant of health (Deatrick, 2017), and we cannot consider children's illness management without considering the numerous other contexts in which the child is embedded. It is important to emphasize the central role and reciprocal influence of the family, with the understanding that the pediatric patient's adherence reflects multiple relational dynamics and social systems (Emerson & B€ ogels, 2017; Logan, Simons, & Carpino, 2012; Wood, Miller, & Lehman, 2015) . Our study shows that to address pediatric chronic illness adherence challenges, the role of relational patterns of patient-parent dyads as well as prior potentially traumatic experiences of parents should be a point of assessment and intervention.
